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ENDOSCOPIC TISSUE ADHESIVE FOR GASTRIC
VARICES
ABSTRACT
Ramond, M-J, Valla, D., Mosnier, J-F, Degott, C., Bernau., J., Rueff, B. and
Benhamou, J-P. (1989) Successful Endoscopic Obturation of Gastric Varices with
Butyl Cyanoacylate. Hepatology; 10: 488-493.
In 27 patients who had bled from esophagogastric varices, large-sized and/or actively
bleeding gastric varices were endoscopically obturated with the tissue adhesive butyl
cyanoacrylate. Active bleeding was stopped in six patients. Rebleeding occurred in
10 patients; in four patients, rebleeding was due to ruptured gastric varices,
occurred early and was successfully treated by reinjection of gastric varices; in one
patient, rebleeding was attributed to ulceration on an injected gastric varix. Eight
patients died: two of rebleeding (from esophageal varices or undetermined source),
four of sepsis and/or liver failure and two at home of undetermined cause. No
specific complication due to injection of gastric varices was observed. The results
obtained in this series of patients with gastric varices obturated by injection of butyl
cyanoacrylate are much more satisfactory than those obtained in previously pub-
lished series of patients with gastric varices treated by injection of sclerosants.HPB INTERNATIONAL 215
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The patient with bleeding gastric varices confronts the clinician with a major
management dilemma. Little doubt now exists that, at least acutely, the lugubrious
natural history of bleeding esophageal varices can be positively affected by injection
sclerotherapy, even though technical issues (injection techniques, treatment fre-
quency, choice of sclerosant) remain in dispute. Unfortunately, similar success has
not been observed when injection sclerotherapy has been attempted for gastric
varices. The approach is technically more difficult, early re-bleeding is frequent,
and the rapid development of gastric ulcers (which prevent further injections)
complicates subsequent management 1,2.
The current study by Ramond and coworkers from the renowned Service
d’Hepatologie at H6pital Beaujon in Clichy is therefore timely and provocative,
and worthy of careful consideration. These workers describe the use of the tissue
cement butyl cyanoacrylate to occlude gastric varices via trans-endoscopic injection
in 27 patients, six of whom were actively bleeding.
While the injection of tissue adhesives into varices (primarily esophageal) is not
new, having been reported by these authors and others 4, the special anatomy and
behavior of gastric varices make this idea unusually interesting. The reason that
injection sclerotherapy of gastric varices is so rarely successful is the substantially
higher blood flow through these varices, and their stellate, sinusoidal morphology
which together resuli in rapid dilution and diffusion of the sclerosant However,
injection of a tissue adhesive, which immediately polymerizes in situ and "obtur-
ates" the varices, is a novel and potentially very important concept.
Several positive findings in support of this treatment for gastric varices are
proposed by Ramond and colleagues, including: 1) their ability to halt active gastric
variceal hemorrhage (7 episodes in 6 patients); 2) relatively few (6 out of 27
patients) rebleeding episodes from gastric varices; 3) infrequent complications (5
patients) due to gastric ulceration; and 4) no apparent systemic complications
specific to injection of gastric varices. These data suggest that injection of tissue
adhesive into gastric varices is both relatively safe and effective, at least in the
short-term.
However, I have several concerns about these data. First, 85% of these patients
(23 of 27) were in Grade A or B according to the classification of Pugh 6; a one-year
survival rate of only 61% (Kaplan-Maier) is unexpectedly low for such a good-risk
group of patients (two of whom, by the way, were later cured of portal hyperten-
sion either by liver transplantation or portal decompression). Second, while the
constant finding of extrusion of the variceal "cast" of tissue adhesive from the
stomach mucosa was felt to have led to further re-bleeding in only one patient, any
mucosal defect in the presence of persistent portal hyperetension must be looked
upon with concern, and a higher incidence of re-bleeding from these mucosal rents
would not be unsurprising.
Finally, these endoscopists’ expertise notwithstanding, several episodes of
polymer occlusion of the biopsy channel of the endoscope and the injection needle
occurred. While the reader learns no more about this problem, it would seem to be
an unacceptably expensive complication (especially regarding the endoscope) in216 HPB INTERNATIONAL
view of the virtual impossibility of removing polymerized tissue adhesive from such
sites 7.
Because, until recently, bleeding gastric varices have not been treatable by
endoscopic means, our Unit and others have generally considered them to be an
indication for surgical intervention. Ramond et al. now demonstrate that, by the
novel use of the tissue adhesive butyl cyanoacrylate to occlude gastric varices, a
rate of control of bleeding from gastric varices equivalent to that for standard
injection techniques in esophageal varices can be achieved. This is a praiseworthy
and useful observation. However, they conclude from their experience that such
treatment provides "...a good alternative to surgery" a conclusion with
which I am less comfortable. A review of Child A and B patients undergoing
elective or emergency portacaval shunts for bleeding esophageal or gastric varices
in our Unit reveals a survival rate of about 90% at one year. Such shunted patients,
unlike those treated by any form of sclerotherapy, are virtually (>99%) cured of
further variceal hemorrhage. Thus, an hypothesis that obturation of gastric varices
by tissue adhesive is as good as operation surely awaits a randomized trial.
The results of Ramond and coworkers cause me to believe that, were I to admit
myself to H6pital Beaujon with bleeding gastric varices, I should be happy to
have my hemorrhage halted by the intravariceal injection of butyl cyanoacrylate.
However, well before my gastric mucosa started to extrude those tissue adhesive
casts (have any of those chunks of plastic become impacted at the ileocecal valve?)
I would hope to have been seen by a surgeon as well.
Kaj Johansen,
Harborview Medical Center
Seattle, Washington 98104 (USA)
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